Primary malignant tumours of the appendix are found in 0.9-1.4% of all appendectomy specimens. They are classified by most authors into 5 groups: mucinous adenocarcinoma, colonic type adenocarcinoma, signet ring cell carcinoma, malignant carcinoid, and adenocarcinoid (goblet cell carcinoid). The incidence of appendiceal adenocarcinoma is 0.08% [6] . The peak incidence is in the 6th decade, similar to colorectal carcinoma, and there is a slight male predominance. Adenocarcinoma with signet ring cells -which is the most aggressive of all appendiceal adenocarcinomas and has the worst prognosis -represents 4-11% [1, 4, 5] . It is mostly diagnosed intraoperatively, or postoperatively based on histological examination. More than 50% of patients present with acute appendicitis, but periappendiceal infiltration, palpable abdominal mass, intestinal obstruction, or some other intra-abdominal pathology can also be present. Imaging investigations (plain X-ray of the abdomen or abdominal ultrasonography) are usually of little use for diagnosing the condition. The treatment of choice is right hemicolectomy. In specific cases, a simple appendectomy may be performed. However, according to most recent guidelines, right hemicolectomy should be performed with all non-carcinoid tumours as well as carcinoids measuring > 2 cm [4] . The overall 5-year survival rate, depending on tumour grade and stage, speaks for hemicolectomy (45 and 63%, respectively, compared to 20% with simple appendectomy) [7, 8] . Simple appendectomy can be performed only in the case of a well differentiated adenocarcinoma invading the submucosa or a poorly differentiated adenocarcinoma invading the mucosa, provided the appendiceal stump is not involved. This includes tumours of TNM stage T1 and T2, or stage Dukes A. These stages do not occur very often due to the tendency to metastasize lymphatically and hematogenously at an early stage [9] . Lymph node metastases are present in 45% of patients at the time of diagnosis [5] .
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Dear Editor, Primary adenocarcinomas of the appendix are rare, with an incidence of less than 0.5% of all malignant gastrointestinal tumours [1] [2] [3] . Signet ring cell carcinomas represent 4-11% of appendiceal cancer and are hardly ever diagnosed before surgery [1, 4, 5] . Patients are mostly operated on for acute appendicitis or other cause of acute abdomen. We report the case of a young man with acute appendicitis where the inflamed appendix and a Meckel's diverticulum were removed. Histology revealed a poorly differentiated adenocarcinoma of the appendix with districts of signet ring cells. According to our knowledge, no such case has been published so far. A 36-year-old man presented with a history of pain in the right lower abdominal quadrant over 34 h. Physical examination revealed rebound tenderness in the right iliac fossa and an axillorectal temperature difference. Laboratory tests showed leukocytosis (white blood cell count: 14,500/mm 3 ); all other findings were normal. Abdominal ultrasonography was negative. The patient was admitted and operated on for acute appendicitis. The appendix was inflamed, and an appendectomy was performed. On examination of the distal ileum, a Meckel's diverticulum was found and excised. No other intra-abdominal pathology was found. The patient recovered well, and was discharged on the 8th postoperative day. Histological examination showed a poorly differentiated primary adenocarcinoma of the appendix with groups of signet ring cells. The tumour had invaded the entire intestinal wall (stage Dukes B), and inflammatory changes were also present. The Meckel's diverticulum included an area of heterotopic gastric mucosa. The patient was re-admitted, and underwent right hemicolectomy as a secondary procedure. No palpable abdominal mass or signs of dissemination were found during the operation. Histological examination of the right colon and distal ileum did not prove any spread of the malignant process. Lochman/Č áp/Kohout Our patient had a T3 tumour (Dukes B), with signet ring cells making the prognosis worse. The overall 5-year survival outcome for this histological subtype is only 18%, and 55% for localized disease [4] . He underwent right hemicolectomy 4 months after appendectomy and recovered well. The relatively long interval was caused by the patient's refusal to undergo a secondary operation. Histologically, no malignant changes were found in the right colon and distal ileum, and there were no lymph node metastases. In summary, adenocarcinoma of the appendix with signet ring cells is an extremely rare disorder that is difficult to diagnose prior to surgery. It mostly presents as acute appendicitis, and a right hemicolectomy should be performed. The prognosis depends on the tumour stage and histological grade but tends to be worse than in mucinous and colonic type adenocarcinomas. The aim of our report was to highlight the importance of searching for a Meckel's diverticulum during an appendectomy, as well as the value of histological examination of appendectomy specimen despite obvious inflammatory changes, especially in elderly patients.
